Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Wilson Senior Living Kailua CHAPTER 100.1

Address: Inspection Date: March 31, 2021 Annual
96 Kaneohe Bay Drive, Kailua, Hawaii 96734

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NQ¥
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE wOmHg Bzr!ﬁw
WITHOUT YOUR RESPONSE. 30
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examinations, pertinent immunizations, evaluations,
progress

notes, relevant laboratory reports, and a report of annual re-
evaluation for tuberculosis;

FINDINGS
Resident #2 — No evidence is annual tuberculosis clearance.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
[X] | §11-100.1-17 Records and reports. (b)(1) PART 2
During residence, records shall include:
Annual physical examination and other periodic FUTURE PLAN
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
& §11-100.1-17 Records and reports. (b)(1) PART 1

During residence, records shall include:

Annual physical examination and other periodic DID YOU CORRECT THE DEFICIENCY?

examinations, pertinent immunizations, evaluations,

progress USE THIS SPACE TO TELL US HOW YOU

notes, relevant laboratory reports, and a report of annual re- CORRECTED THE DEFICIENCY

evaluation for tuberculosis;

FINDINGS de residents 412

Resident #2 — No evidence of annual Physical Exam. ?2&&8\6 Eram was gxrﬁged jhad
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examinations, pertinent immunizations, evaluations,
progress

evaluation for tuberculosis;

FINDINGS
Resident #2 — No evidence of annual Physical Exam.

notes, relevant laboratory reports, and a report of annual re-

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
DX] | §11-100.1-17 Records and reports. (b)(1) PART 2
During residence, records shall include:
Annual physical examination and other periodic FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (p)(5) PART 1
Miscellaneous:
H‘
Signaling devices approved by the department shall be DID YOU CORRECT THE DEFICIENCY?
provided for resident's use at the bedside, in bathrooms,
toilet rooms, and other areas where residents may be left USE THIS SPACE TO TELL US HOW YOU
alone. In Type I ARCHs where the primary care giver and CORRECTED THE DEFICIENCY
residents do not reside on the same level or when other
signaling mechanisms are deemed inadequate, there shall be
an electronic signaling system. . . .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (p)(5) PART 2
Miscellaneous:
Signaling devices approved by the department shall be FUTURE PLAN
provided for resident's use at the bedside, in bathrooms,
toilet rooms, and other areas where residents may be left USE THIS SPACE TO EXPLAIN YOUR FUTURE
alone. In Type I ARCHs where the primary care giver and PLAN: WHAT WILL YOU DO TO ENSURE THAT
residents do not reside on the same level or when other IT DOESN’T HAPPEN AGAIN?
signaling mechanisms are deemed inadequate, there shall be ’ 4 \ | ~ 2
an electronic signaling system.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-15 Medications. (e) PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered

by a physician or APRN. FUTURE PLAN

FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE 4 \
Resident #2 — Did not have Melatonin available along with PLAN: WHAT WILL YOU DO TO ENSURE THAT \ 21
Resident’s other medications. IT DOESN’T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature:
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Print Name:

Date:
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